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disease and ischemia, as shown by the presence of at least one ste-
nosis with an FFR of 0.80 or less in a large epicardial artery, the
clinical outcome at 2 years was improved by FFR-guided PCI with
second-generation drug eluting stents plus the best available medical
therapy, as compared with medical therapy alone. In addition, jailed
balloon protection is a novel technique aimed at improving SB pro-
tection during provisional stenting of bifurcated lesions considered at
high risk of SB compromise after MV stenting.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. K.M.
Relevant clinical history and physical exam. A 57 year-old man was
admitted to our hospital with effort angina pectoris. His coronary risk
factors were diabetes mellitus, dyslipidemia and smoking.
Relevant test results prior to catheterization. His electrocardiogram and
echocardiogram were normal. Coronary CT angiography demon-
strated the severe stenotic lesion in mid portion of the left anterior
descending artery (LAD).
Relevant catheterization ﬁndings. The left coronary artery angiogram
showed a severe stenotic lesion in the mid portion of the LAD, and the
ostium of the ﬁrst diagonal branch (D1) (Movie 1, 2). The Right coro-
nary artery angiogram showed no signiﬁcant stenosis (Movie3).
S168 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5[INTERVENTIONAL MANAGEMENT]
Procedural step. A 6-French BL 3.5 guiding catheter was engaged at the
left coronary artery ostium through the right radial artery. A ﬂoppy
wire was placed in the LAD, and a 2.25 x 18 mm drug eluting stent was
placed in the LAD lesion after pre-dilatation. Another ﬂoppy wire was
placed in the D1, a 2.5 x 10 mm scoring balloon was dilated in the ostial
lesion. A Promus Element stent, which can be easily deformed, was
positioned in the ostial lesion with a few mm protruding to the main
vessel, while a protection balloon (3.0 x 15mm) was placed in the main
vessel concurrently (Movie4). After deployment of the stent, the
protection balloon was inﬂated to crush the protruding segment of the
stent (Image1). And then, the guide wire was inserted in the D1 again,
the side branch ostium was dilated with a 2.5 x 10 mm scoring balloon.
Coronary angiography and IVUS revealed that the protruded stent
segment was nicely crushed without affecting the main vessel ﬂow
(Movie5). Follow-up coronary angiography 6 months after revealed no
in-stent restenosis.
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be feasible to treat isolated side branch ostial lesions.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. A.Y
Relevant clinical history and physical exam. The patient was a 81-year-old
man with stable effort angina and his coronary risk factors were type
2 diabetes and dyslipidemia. The coronary angiogram showed a tight
lesion in the middle left circumﬂex artery (LCX) just proximal to theacute-angle bifurcation between a obtuse marginal branch (OM) which
had severe ostial stenosis and the distal LCX.
Relevant test results prior to catheterization. Relevant catheterization
ﬁndings:
[INTERVENTIONAL MANAGEMENT]
Procedural step. A 6Fr BL3.5 guiding catheter was engaged to the left
coronary artery via right radial artery. A Joker guidewire (Japan
Lifeline) was advanced to the distal LCX and the tight lesion in the
middle LCX was dilated with a 2.0 mm balloon. To access the OM
ostium, another Joker guidewire was used together with a Crusade
catheter (Kaneka) in a conventional manner. However, the guidewire
tip prolapsed into the distal LCX unintendedly. Then we used a
reversed guidewire technique combined with a Crusade catheter. A
hairpin-bend was formed in a Sion black hydrophilic coated guidewire
(Asahi Intecc) at a point 20mm from the distal tip. Although the
guidewire tip was easily engaged the intended origin of OM, it was not
advanced in the deep branch and it was stacked in the pseudolumen.
So we kept the guidewire on the site to modify the angle narrower. We
manipulated a Gaia 2nd guidewire (Asahi intecc) to penetrate the OM
ostium to the direction of the Sion black guidewire combined with a
Crusade catheter. Finally, it was advanced through the true lumen of
distal OM. After the bifurcation was predilated by kissing balloon
inﬂation with a 2.5mm balloon and a 2.75mm balloon, a 2.5/18mm
Resolute Integrity stent (Medtronic) was deployed from the middle
LCX to the OM. Then, a 2.5/30mm Resolute Integrity stent were
deployed successively from the distal LCX with the bifurcated site
using culotte stenting technique. Finally kissing balloon inﬂation with
a 2.5mm and a 2.75mm balloons was performed.
